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T HE principle of opening the abdominal cavity near the 
site of a strangulated hernia has lately attracted some 
attention. See, for example, papers, cases and letters in the 
journals by Messrs. Pye-Smith and Hurry Fenwick and a note 
in the Medical Record by Dr. Richard Neale. The first two 
gentlemen have given me credit for a little more than my due. 
I must not therefore complain of Dr. Neale for ignoring me al¬ 
together. As a zealous opponent of all false claims he does 
good service. 

It is not, however, with a personal object that I wish to ap¬ 
proach this matter. I think the time opportune for a more 
complete review of the whole subject than has hitherto ap¬ 
peared. 

According to Mr. T. F. Chavasse, Mr. Crompton of Birming¬ 
ham, opened the abdomen in the linea alba just above the 
hernial aperture of an umbilical hernia which had been strangu¬ 
lated acutely for seven hours. His intention was evidently to 
approach the seat of strangulation from its internal or abdom¬ 
inal aspect. But, finding the gut gangrenous, he desisted 
and laid the sac open. This occurred on September 7, i860: 
Mr. Chavasse’s paper appeared in the Lancet for May 27th, 
1SS2. 

At the Edinburgh Medico-Chirurgical Society on April 2, 
1S73, Mr. Annandale made a case of his the basis of a paper 
from which are taken the following quotations: 
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“My friend, Dr. Niven of Edinburgh has more than once 
talked to me of the advisability of this operation, but it was 
only on meeting with the present case that I felt justified in 
performing it.” 

“ The cases which appear to me ” writes Professor Annan- 
dale, “ to be most suitable for this operation, are : 

1. Umbilical Hernia: in the adult, especially if the coverings 
of the hernia are thin or ulcerated, or the hernia large. 

2. Large inguinal or scrotal hernia: which have been re¬ 
cently reducible. 

3. Hernia: in other regions in which, owing to special 
conditions, the usual operation cannot satisfactorily be per¬ 
formed.” 

“This operation is, however, only suggested when in those 
forms of hernia: the condition of strangulation or obstruction 
gives rise to symptoms which absolutely necessitate operative 
interference, and when signs of gangrene or a history of old 
standing irreducibility are absent.” 

Annandale further says: “ The principle of this method con¬ 
sists in making a small incision through the abdominal wall 
and opening the abdominal cavity near the hernia, instead of 
cutting into the hernial sac itself, or exposing it. One or more 
fingers are then to be inserted into the abdominal cavity and 
the protruded structures contained in the hernial sac drawn 
back from within." 

On July 3, 1S7S 'the Edinburgh professor was called to see 
a gentleman, ret. 65, in whom a strangulated right-inguinal 
hernia had been reduced “ en masse.” He made a three-inch in¬ 
cision in the linea alba, midway between the pubes and um¬ 
bilicus. 

“A portion of the small intestines dilated with gas immedi¬ 
ately protruded, and on passing my finger along this in a di¬ 
rection towards the right iliac fossa, I felt that the gut was 
here caught and fixed in some way. This fixed portion was 
easily drawn toward the wound, and it was then seen to be a 
small knuckle of gut strangulated by the neck of a hernial sac. 
This sac was entire, and its neck lay in the general peritoneal 

1 See Edinburgh Medical Journal, February, 1S79. 
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cavity, and had the appearance of being somewhat everted to¬ 
wards this cavity. Above the obstructed gut the intestine 
was dilated; below it, it was contracted and flaccid. Slight 
and careful traction on the intestine from within, and at the 
same time gentle pressure with one finger on the neck of the 
sac in the opposite direction, at once relieved the strangulated 
portion, and drew it out from the sac.” 

Strict antiseptic precautions were used. Unfortunately: 

His friends contrary to orders—allowed him to rise out of 
bed with their assistance, and to sit and strain on the night- 
stool.” He died ten hours after operation. 

A post-mortem examination showed slight peritonitis. The 
hernia, in this case, had been strangulated four days, and re¬ 
duced “ en bloc ” during three of them. A fatal result would, 
therefore, have been likely enough under any form of treat¬ 
ment. 

Annandale remarks : “ When,” after a reduction en bloc, “ a 
distinct tumor can be felt, its exposure by incision is, no 
doubt, the best operation which can be performed, but if no 
tumor can be felt, then I think that a median abdominal inci¬ 
sion, such as was practiced in my case, is to be preferred. The 
case with which a strangulated portion of gut is relieved when 
gentle traction is made upon it from within is remarkable , and a 
median incision has the additional advantage that, by means 
of it, any complication, such as twisting or adhesion of the in¬ 
testine, can be recognized and relieved much more readily 
than through an opening made in the inguinal or femoral re¬ 
gions.” The italics are mine. 

Coming now to my own connection with the subject of this 
paper, there are certain reasons why I should deal with it more 
minutely than would otherwise be justifiable. These reasons 
are: (i) that it has been misrepresented and misunderstood in 
such a way as to take unfairly from the credit due to others, 
and (2) that the subject itself appears to me in a somewhat dif¬ 
ferent aspect from that in which it seems to be viewed by 
others. 

On February 25, 1883, at the West London Hospital, I oper¬ 
ated on a very fat, middle-aged woman, with a large and strang¬ 
ulated umbilical hernia, the contents of which I found it ex 
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ceedinglv difficult to reduce after the strangulation had been 
removed. I made, in linea alba, below the umbilicus, a hole 
large enough to admit my right fore-finger, and with this finger 
hooked and pulled the intestines from the hernial sac into the 
abdominal cavity, assisting with my left hand in the sac. 

On November 2, of the same year, I read a paper on this 
and other cases of herniotomy, before the West London Mcd- 
ico-Chirurgical Society, and the following sentences occur in 
the abstract published at the same time in the British Medical 
Journal: “Sometimes after cutting the constricting edge, the 
surgeon found it a work of difficulty and slowness to reduce 
the swollen intestines. In the meantime limmorrhage was 
very likely taking place into the peritoneal cavity. Within 
certain limits strict antiseptic precautions made this a matter 
of indifference. Beyond these limits it might become a serious 
matter. Hence, in such cases, Hr. Keetley suggested a second 
incision of the linea alba into the peritoneal cavity, just above the 
pubes, merely large enough to admit two fingers with the help 
of which the intestine could be pulled back into the abdomen. 
When the strangulation was known to be quite recent, it would 
be justifiable to attempt reduction by this proceeding alone, 
with no incision over the hernial aperture. It was so much 
more rational to attempt to pull back than to try to push back 
a soft and flexible loop through a tightly constricting hole. 
The same principle had long ago been applied to umbilical 
hernia by Crompton, of Birmingham, and more recently and 
successfully by Annandale and Chavasse.” 

In the interval between my own operation of February 25, 
and the date of the above paper I had seen Chavasse’s paper, 
and learned from it all I knew of Crompton’s, Annandale’s and 
his own cases. I was consequently not aware of the existence 
of Professor Annandale’s second paper, namely, that published 
in the Edinburgh Medical Journal of February 1879, nor of the 
fifty London surgeons who heard my paper read, does any one 
appear to have been better informed than myself. It is not sur¬ 
prising, therefore, that Prof. K. Macleod, Dr. J. Roche, Mr. 
Fenwick and Dr. Pye-Smith should have, in their papers, etc., 
published in 1885 showed a similar want of acquaintance with 
Professor Annandale’s papers. The main conclusion I draw 
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from all this is a strong argument in favor of the raison d' lire 
of the Annals of Surgery, which attempts to deal practically 
with the appalling vastness of modern surgical literature. 

It will be plain, however, to any reader who has noted care¬ 
fully what I have written so far, and still more, if he will take 
the trouble to read the original papers, of which the references 
are here given, that I performed what we will term “ Cromp¬ 
ton’s and Annandale’s operation” with entirely different in¬ 
tent and motive from those of my predecessors. 

In his admirable work on “ Operative Surgery in the Cal¬ 
cutta Medical Hospital,” (p. 179), Professor Kenneth Macleod 
briefly notices a case for the full details of which he refers us 
to the India)! Medical Gazette for February, 18S4. The pa¬ 
tient, n_‘t. 60, had a double scrotal hernia, irreducible on both 
sides and complicated with symptoms of strangulation of the 
left hernia of six days’ duration. 

“ Right hernia hard, tender, without impulse; left loose. La¬ 
boring under double hydrocele. The hydrocele of the right 
side was tapped and emptied. Sac exposed and opened; con¬ 
tained large quantity of sanguineous serum, and four inches 
of congested and inflamed intestine; stricture outside of sac 
freely divided. The intestine was denuded of lymph and re¬ 
turned, A finger was passed into tile apposite sac and traction 
from within combined with taxis failed to empty the sac. The 
left hydrocele was also tapped and emptied.” The left rupture 
was returned by taxis seventeen days after operation. Dr. 
Macleod speak of this “ examination and traction of a hernia 
from within ” as “ a rare, if not unique, experience.” 

In a paper entitled, “Remarks on Hernia and Intestinal Ob¬ 
struction,” published in the Dublin Medical Journal for July, 
1SS4, Dr. J. Roche, (of Kingstown, County Dublin), writes as 
follows: 

“I venture to ask the profession to adopt a new system of 
operating in hernia. 

“I propose that for umbilical hernia a vertical section should 
be made just ouside the seat of tightness, and that for inguinal— 
oblique and direct, crural and obturator—the cut should be 
made above and almost parallel to Poupart's ligament that, 
in fact, the abnormal state of things should be combated ex 
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ttrgo instead of cxfroute.'' Dr. Roche also proposed that “if 
enlargement of the so-called stricture be found necessary ” it 
shall be done with expanding forceps. The paper contains a 
discussion of the arguments for and against the procedure, 
he author had apparently never put the plan into practice. 

In the Lancet for September 26. 1S85, Mr. Hum' Fenwick- 
contributed a paper entitled “ Laparotomy as an Aid to Her¬ 
niotomy. It is based on the case of a man, ret. 53, with 
strangulated left inguinal hernia. The history of this’ case 
should be read in detail. It is most instructive and suggest¬ 
ive. I have, however, only space to quote the tollowing: ° 

The neck of the sac was then incised, but the contents of 
the bowel could not be emptied. The gut was therefore with¬ 
drawn from the sac under cover of lint steeped in carbolic 
lotion (1 to 10) and examined. The part which had been in 
the grasp of the neck was contracted, and of a milk-white 
color; there were no adhesions between the coils. An at¬ 
tempt was subsequently made to replace the gut piece by 
piece, but this also proved unsuccessful, for as soon as a few 
inches had been replaced they were shot out again. On care¬ 
fully examining the abdominal aspect of the neck of the sac, 
the finger impinged against a tense elastic body, which was 
felt to be occluding the entire mouth of the sac, with the ex¬ 
ception of a small part of the inner margin, to and through 
which the herniated bowel could be traced. I surmised this 
resilient body to be tensely inflated bowel adherent to the 
greater part of the ring. The weakened and ecchymosed bowel 
prohibited much pressure. Longer exposure would have been 
injurious. A two-inch median incision just above the pubes 
was therefore made, the carbolized left fore-finger introduced 
and directed towards the neck of the sac. There was a slight 
hesitation in finding the inner margin of the opening of the 
ring, because the bowel seemed to be completely covering it. 
Finally the ring was recognized, the finger hooked under the 
gut, and the entire hernia rapidly and easily withdrawn into 
the abdomen.” 

This patient suffered from little or no shock, and for a time 
seemed to be doing well, but, on the 5th he had retention of 
urine and was catheterized. On the sixth day he died. The 
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autopsy explained the difficulty in reducing the intestine, but 
did not account for the death. Mr. Fenwick writes: 

“ I cannot account for the sudden and unexpected termina¬ 
tion except on the supposition that it was one of rapid ex¬ 
haustion. Tlie unfortunately fatal issue should not, however, 
be allowed to weigh against an operation so simple, so effect¬ 
ive, and, in these days of abdominal surgery, so safe. I do 
not believe a small peritoneal incision—presuming strict anti¬ 
sepsis to be observed—adds much to the risk of herniotomy. 
The rapidity and ease with which the gut was in this instance 
withdrawn past an unknown barrier, thus contrasting so 
markedly with the previous necessary manipulation of the gut, 
induce me to believe that it will find favor with the profession, 
and come to be a recognized adjuvant to herniotomy for those 
cases in which the condition and size of the loop of bowel pro¬ 
hibits pressure or forbids prolonged exposure.” 

Mr. Fenwick had no sooner published his paper than he re¬ 
ceived from a correspondent the references to Professor An- 
nandale's two papers, and through Mr. Fenwick I was now for 
the first time made aware of the existence of the second paper, 
and was also induced to read the first for myself instead of tak¬ 
ing its contents at second-hand. I have, in this review, en¬ 
deavored to do justice to both, and to make amends for neg¬ 
lect in the past. I have never made any pretence to be the 
first person to hit upon the fundamental idea of the operation. 
I had discovered that I had been doubly anticipated before I 
ever published a word on the subject, nnd I have never omit¬ 
ted to mention the names of Crompton and Annandale in con¬ 
nection therewith. But it was only in the second paper, pub¬ 
lished five years after his first, and quite unknown to me until 
recently, that the latter notices “ the ease with which a stran¬ 
gulated. portion of gut is relieved when gentle traction is made 
upon it from within .” This, which was, apparently, a second¬ 
ary after-observation with him, was the primary a priori con¬ 
sideration which led me to operate at all. My predecessors 
plainly intended to avoid opening the sac. In all my refer¬ 
ences to the subject except one, I have assumed the sac to be 
already open. Hence my idea has mainly been one of “ Lap¬ 
arotomy as an Aid to Herniotomy,” theirs, on the other 
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hand, one of “ Laparotomy as a substitute” for Herniotomy. 

I have already quoted Professor Annandale’s views of the 
indications for laparotomy for the relief of strangulated hernia. 
My own may be summarized as follows: 

1. When, in hernia! of any class, the constriction having been 
divided, very exceptional difficulty is met with in reducing the 
intestine. This indication more especially has force when 
haemorrhage from the notch is persistent or severe. Putting 
aside this important consideration of the prevention of haemor¬ 
rhage into the abdominal cavity, this indication must be one 
of extreme rarity. 

2 . When the hernia has been quite recently strangulated 
and belongs to one of certain classes, namely: 

a. —Congenital hernia in the male. 

b. —Umbilical hernia? 

In the first class of cases it is to be done as an aid to, and in 
the second as a substitute for herniotomy. Under no circum¬ 
stances would I sanction division of the constriction from the 
abdominal aspect, nor can I imagine how any dilating forceps 
could be used to stretch the ring without injuring its contents. 

I have excluded femoral hernia altogether from class 2, be¬ 
cause, having regard to the intensely dangerous character of 
that affection, 1 1 believe that the surgeon will do best for his 
patient by taking the opportunity to cut down upon and incise 
the sac. I have more reluctantly and not without doubts, ex¬ 
cluded non-congenital inguinal in the male, and both congeni¬ 
tal and non-congenital in the female, because the completion 
of herniotomy by excision of the sac, with ligature of its neck, 
forms so satisfactory an operation in these cases. 

On the other hand I have included congenital hernia in the 
male, because all excising and ligaturing operations on this 
affection are extremely dangerous, and usually quite superflu¬ 
ous as regards the object of getting a radical cure. Danger¬ 
ous as they are, they are not superfluous when a direct herni¬ 
otomy with incision of constriction, etc., is done, because then 
they are called for in order to isolate the wound from the ab¬ 
dominal cavity. There is therefore here a strong argument in 

1 See British Medical Journal, December 5, 1SS5. 
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favor of letting alone the sac of a congenital hernia in the male, 
and of doing median laparotomy when such a case is seen in a 
state of recent strangulation. 

The very fact of strangulation in such cases suggests a small 
hernial aperture and the prospect of success with mild means 
of obtaining radical cure ultimately. 

With regard to umbilical hernia, I have indicated by an “?” 
a feeling that the indication for laparotomy in that class will 
generally be very doubtful. Frequently a positive contra¬ 
indication will exist. When a large sac exists, palpably con¬ 
taining a vast mass of omentum, with probably a history of irre- 
ducibility for months or years, what is to be done ? Every- one 
will recognize the desirability of getting a radical cure in such 
cases, but is this a favorable time to try ? I do not see how 
any one can give a positive answer of great value to such a 
question. Should the surgeon be content to perform a small 
median laparotomy and hook back into the abdominal cavity 
sufficient of the hernial contents to relieve the strangulation 
(perhaps a single small knuckle of bowel), leaving the omen¬ 
tum ? Or should he set to work in more heroic fashion, reduc¬ 
ing the bowel completely, cutting away omentum, sac and su¬ 
perfluous skin and sewing up the hernial aperture? I did the 
latter in the case already- quoted, and the patient died. Cha- 
vasse did the former, and his patient lived. But many a pa¬ 
tient has been operated on in the latter way and lived, and all 
the other cases in which had been followed a practice resem¬ 
bling, (but it is true, not identical with) Chavasse’s plan, have 
perished. It seems to me that time and experience alone will 
show. And even they may not show the truth very rap¬ 
idly or clearly. For, when patients die after herniotomy, why 
each case dies is usually- hard to tell. 

1 could almost bring myself to believe that it would be jus¬ 
tifiable for a surgeon to make the experiment of attempting 
the reduction, by median laparotomy, of every case of stran¬ 
gulation in his practice until he had accumulated material 
enough whereupon to draw conclusions of value. He might 
limit the experiment to cases in which the symptoms were of 
less than, say, twenty-four hours duration. 

Lastly, a few words about the technique of the operation : 
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It is of prime importance in this, as in all analogous pro¬ 
ceedings, to keep strictly in the median plane of the body. In 
order to avoid waste of time in securing and tying vessels and 
checking oozing, it is best to substitute scissors for the knife 
a.ter the skin has been divided. Near the pubes the pyramid- 
alls may require division from its attachment to fascia in the 
middle line. The recti can be separated without cutting. It 
is neither necessary nor desirable to go too near to the pubes. It 
is not desirable because the further away from the root of the 
penis the better from an antiseptic point of view. It is not 
necessary, because the fleshy parts of the abdominal wall be¬ 
ing movable will permit the median aperture to be pressed to¬ 
wards the hernial ring. 

Every one who substitutes scissors for the knife as often as 
he ought to must expect to receive a good deal of banter. 
One of my colleagues rallies me amiably on what he calls 
“ Scissorian Sections.” The scissors should not be sharp. If 
the patient be very fat the wound will have to be funnel- 
shaped in order to permit the finger to get well into the peri¬ 
toneal cavity. There can be practically no objection to en- 
larging the opening and inserting two fingers instead of one, if 
necessary. 

The wound should be sutured in layers, (i) the peritoneum, 
(2) the muscles, (3) the aponeurosis, both beneath and super¬ 
ficial to the recti if possible, (4) the skin. Neglect of this may 
result in a ventral hernia. The cat-gut should be of the best 
and thoroughly aseptic in this as in every other instance in 
which buried sutures are employed. 

If peritonitis were discovered at the operation, the surgeon 
would probably take the opportunity of washing out the peri¬ 
toneal cavity and passing a drainage tube through the wound 
into Douglas’ pouch. 

When it is remembered that since Crompton hit upon the 
idea of performing laparotomy for the relief of strangulated 
hernia, no less less than four other surgeons have revived the 
plan, each ignorant at the time of the labors of his prede¬ 
cessors, it will be acknowledged that, should this paper do 
nothing more than extend the knowledge of and call general 
attention to the procedure, it will not have been written en¬ 
tirely in vain. 



